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This paper deals with suicide and violence to others, which constitute the topics of greatest current concern in risk management in the mental health services. Most of the psychiatric claims managed by the Risk Management Foundation of the Harvard Medical Institutions over a twelve year period involved cases in which suicide, attempted suicide, or violence to self or others occurred.' Psychiatric disorder and dangerousness Psychiatric disorder, especially schizophrenia, is associated with a significant risk of violence before admission to hospital. 2 Patients with schizophrenia in a recent large scale Swedish longitudinal study committed four times as many violent offences as the general population.3 Among inpatients, those with schizophrenia are also disproportionately more likely to be violent. 4 Taylor found that the vast majority of the psychotic offenders on remand at Brixton Prison whom she examined had symptoms at the time of the index offence. Schizophrenia is also overrepresented among men remanded for homicide: 11% in Taylor's series. 5 Recent cross sectional surveys show an association between self reported violent behaviour and either a diagnosis of schizophrenia or current psychotic symptoms.6 Thus violence is most likely to occur when patients have active symptoms of psychosis, and the risk significantly diminishes after treatment. 7 The risk of violence in mental illness is greatest when the patient has delusions and passivity experiences,8 and there is a well recognised association of violence with delusional belief, as in the "pathologies of passion" such as morbid jealousy and erotomania. 5 Predicting dangerousness Predicting dangerousness in any individual case is known to be an uncertain exercise, and psychiatrists tend to overestimate the likelihood of violence by patients considered for release from secure institutions.9
Methodological problems have vitiated attempts to research the accuracy of psychiatrists' prediction of dangerousness. Difficulties include overinclusive diagnostic groupings (for example, "psychotic"), failure to recognise the importance of the situational context (for example, violence within the family), lack of data on aftercare arrangements and compliance with treatment, and failure to define violence clearly (for example, arrest rates, conviction rate, or self reported antisocial behaviour).' A major problem lies in the design of studies purporting to validate risk assessment, since those patients predicted to behave violently will tend to be admitted to hospital and be given preventive treatment and only those considered unlikely to be violent in the near future will be released into the community.11
The predictive power of decisions based on actuarial data can be substantially increased by using a more realistic, shorter time frame and by considering the environment into which a patient with a history of violence is to be discharged, since Management:
The inquiry found a significant failure in passing on information between psychiatrists, nurses, general practitioners, social workers, hostel staff, and Christopher Clunis's family. Other deficiencies in care which might have ultimately contributed to the death of his victim Jonathan Zeto included failure to obtain an accurate history and to consider Christopher Clunis's past history of violence and to assess his propensity for further violence. Doctors, nurses, and social workers failed to make adequate contemporaneous records of important events, and violent incidents were either minimised or even omitted from records, correspondence, and discharge summaries and were not picked up by clinicians and social workers from the nursing notes. 16 In considering violent incidents which occurred three years before the fatal stabbing, the inquiry concluded that the medical professionals had tended to minimise the gravity of a series of attempts by Christopher Clunis to stab people, on the grounds that little actual physical damage was caused in that particular cluster of incidents: "We feel there is a real danger of looking too much at the consequences of an action without looking at the action itself' (paragraph 2616).
The inquiry also disclosed a failure to provide and coordinate adequate aftercare according to section 1 17 of the Mental Health Act 1983 by both medical and social services and a failure to act on warning signs to prevent a relapse. (Section 117 of the act requires health services and social services to provide aftercare for patients on discharge from hospital after compulsory detention under the mental health act.) Throughout, the report refers to a tendency to overlook or minimise violent incidents and to ignore reports of violence made by members of the public and a failure to ensure continuity of care when the patient had left a particular health district (paragraph 10916). In addition to age and sex, the sociodemographic and personal factors showing a positive statistical correlation with suicide include divorce; loss of job, unemployment, or retirement; social isolation; recent bereavement; chronic, painful, or terminal illness; a family history of mood disorder, alcoholism, or suicide; loss of a parent in childhood; and being in either social class I or V. In addition, most people who commit suicide have a psychiatric disorder, most commonly depression, schizophrenia, and alcohol addiction. 28 High risk clinical factors for suicide associated illness include severe insomnia, self neglect, memory impairment, agitation, and panic attacks. In patients with schizophrenia the risk of suicide is known to be greater in young and unemployed men with a history of depression, loss of appetite and weight, recurrent relapses, and a fear of deterioration.29 A previous history of self harm greatly increases the risk of subsequent suicide, to 30-fold higher than that expected during the 10 years after an episode of deliberate self harm, the first six months being the period of greatest risk. Eventual suicide in such patients is significantly commoner among unemployed men of social class V who misuse alcohol or drugs and who have a history of psychiatric disorder. 30 In the clinical evaluation of a particular person who might be at risk of suicide, the statistical correlates of suicide enumerated above have low specificity and sensitivity so that screening for at risk cases results in high numbers of both false positives and false negatives.30 In one study risk factors for suicide combined had a sensitivity of 60% and a specificity of The advantages of community care of suicidal patients include avoiding the stigma associated with admission to a mental hospital and maintaining contact with the patient's usual social environment, thus permitting retention of personal autonomy and the deployment of coping skills with the back up of a supportive and understanding therapeutic relationship. The disadvantages include lack of close supervision of the patient's safety and compliance with treatment, absence of refuge from a noxious family ambiance, and, at times, imposition of excessive strain on the family or carers. Staff should be aware of the possibility of a misleading shortlived improvement due to respite from a stressful home situation, which will cause a later recrudescence of suicide risk if unresolved. They should also be able to recognise "malignant alienation" which is a potentially lethal distancing of the patient from staff and from carers caused by challenging behaviour or repeated relapses, or both. 34 Another risky clinical situation is the period of recovery of drive and energy in a depressed patient who retains suicidal ideas.
Community management is not indicated
Home leave from the ward presents a period of high risk in recently suicidal inpatients. 35 Patients should be encouraged to return to the ward at any time of the day or night if they feel unable to cope at home. If a patient goes absent without leave the nurse in charge and the resident medical officer should be informed immediately, the hospital and its grounds should be searched, and both the carers and the police should be informed. After an absence without leave or incident of deliberate self harm within the hospital while on leave, the level of observation and the management plan should be reviewed.
An appropriate level of supportive observation is decided after discussion between the medical and nursing staff and may be intensified unilaterally by the nursing staff. It should be reviewed at every change of nursing shift and confirmed by the patient's doctor and also reviewed periodically by the consultant. Intensive supportive observation permits close monitoring of the patients's behaviour and mental state. There are three levels of supportive observation: constant, 15 minute, "known place" (box).
The first few weeks after discharge represent a period of greatly increased risk of suicide. 36 The risk can be reduced by careful planning for discharge in accordance with the care programme approach'9 by prescribing treatment in safe amounts, by arranging for an early review, and by ensuring that the patient and carers know how to obtain help rapidly if the patient's condition deteriorates.
Successful litigation against hospitals in connection with self harm and suicide has highlighted contributory factors for which the hospital and its staff might be regarded as responsible.37 * 
